Mr. STUART-Low: I wish to protest -against it going forth from this Society that the only or finally effective treatment in apparently intractable cases of functional aphonia is to resort to hypnotism. I have treated such cases for thirty years, and have had during this period all degrees of stubbornness to deal with, but have,never failed to restore the voice by means of ordinary methods properly employed. Great stress should be laid in all cases on improving the general health and surroundings of patients. This girl told me that during the whole course of her treatment-viz., six months-she continued at her ordinary work of fur-making in a very dusty atmosphere and in ill-ventilated rooms. Such work leads to dryness of the nose and throat, especially where enlarged tonsils and adenoids are present as in this instance. It has always been my routine, if the voice is not restored at once with electrical treatment, to put the patient in favourable surroundings, remove the tonsils, adenoids, and all nasal obstructions, and the general ancesthetic necessary may be an assistance towards the restoration. I observe in the notes that it is stated that she was hypnotized twice a week for five months, and that then a general ancesthetic was administered, after which the voice returned. In my opinion the anaesthetic had more to do with the recovery of the voice than all the five months' hypnotism.
Mr. MARK HOVELL: I do not know whether my remark may have a. bearing on this particular case, but in neurasthenic aphonia in females it is important to remember that the trouble may be related to uterine derangement.
Intratracheal Tumour removed by Per-oral Tracheoscopy.' By HERBERT TILLEY, F.R.C.S.
M. R., aged 34, was active and robust until "gassed " (mustard gas) on March 21, 1918. He was in bed for fourteen days and then sent home for ten to twelve weeks. He recovered from all unfavourable symptoms except that any hurry in walking or, an unusual exertion produced a feeling of difficulty in breathing.
Between June 22, 1918, and June 16, 1919 , he was carefully examined by his family doctor on some six occasions and the chief feature elicited by these examinations was the increasing dyspncea and distress on the least exertion. During the last three months of the period named, paroxysms of coughing accompanied by profuse expectoration, occasionally blood-stained, had been complained of. The only ' A more complete history of the case, with pathological details of the tumour, will be published in the special January numb.e of .the Journal of Laiyngology.
at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from abnormal physical signs in the chest were prolonged expiration and feeble breath sounds at root of right lung.
Radiographic examination of chest (Dr. Ironside Bruce): " There is evidence of some infiltration of the mediastinal contents at the level of the manubrium sterni which results in*pressure on the trachea and cesophagus, but there is no evidence as to the nature of this infiltration. No evidence of any other lesion of the lung or aorta is available in this case."
Examination: I examined this patient on June 16. The mere exertion of walking into my room caused embarrassed respiration. The larynx was normal in colour and the action of the cords on phonation and respiration was perfect. By getting the patient to assume the Killian position, I was enabled to see the lower portion of the trachea and to ascertain that this region was nearly fflled by -a pale-reddish growth which moved upwards and downwards with expiration and inspiration.
Operation, June 17: By means of peroral tracheoscopy and using long Paterson's and Moore's forceps, I managed to remove the growth which is exhibited to-day. It appeared to be growing from the junction of the trachea and the right bronchus, and although it was pedunculated it was very difficult to seize the pedicle in forceps. The bleeding was very free, and had it not been for the skill with which Dr. Rood maintained anaesthesia and removed the blood from the lungs by direct air pressure, and the ability with which Dr. Irwin Moore kept my small mirror clear of exhaled blood spray, I do not think the operation would have been satisfactorily concluded. It lasted some fifty minutes. The relief in breathing was immediate, and the patient made a rapid and uneventful recovery.
Note, October 9.-Patient has put on weight, sleeps well, eats well, and seems to be in perfect health. I can see no sign of any recurrence in the lower part of trachea.
Professor Shattock has examined and reported on the specimen.
His report will be printed in full in the Proceedings ; he regards the tumour as in the nature of a papillary granuloma.
.I can only suggest that the " mustard gas " set up a local ulceration and perichondritis with formation of excessive granulation tissue which eventually assumed the form of a tumour. Septic absorption in the neighbourhood of such a lesion might explain the physical signs and the radiographic findings.
Microscopical section of the growth will be shown.
DISCUSSION.
Professor SHATTOCK: This case offered an interesting pathological problem for solution. The patient had been gassed with "mustard gas,"
and the granuloma developed probably at the site of a resulting ulcer in the tracheal mucosa. There was thought to be some mediastinal shadow in the X-ray picture, and the possibility of a mediastinal lymphosarcoma fungating into the trachea had to be mentally dealt with. From the microscopic structure of the "tumour," I concluded that it was a simple granuloma with a papillary surface. For it presented throughout the characteristic structure of a granuloma, the small cell infiltration being throughout conspicuous, and consisting largely of polymorphonuclear leucocytes, and the deeper part (as might be anticipated) being of denser structure than the rest. The patient is at the present time, I understand, perfectly well. The pathological interest, however, is comparatively small compared with such a triumph of laryngological skill. Dr. DUNDAS GRANT: I suppose such cases are extremely rare. I had one of the kind at Brompton Hospital a year ago. A man was referred to me with a kind of double stridor, not very loud but characteristically tracheal. By means of bronchoscopy I was able to see, to the left side of the carina, something flapping, the size of a pea. I removed it by upper bronchoscopy, and found it transparent, and irregular on the surface. I regarded it as an cedematous fibroma. The man had considerable relief and disappeared, and I have not heard of him since. The only tumour I had removed from the trachea before was a papilloma, but this was apparently almost a continuation of papillomata in the larynx. My specimen was, unfortunately, put into absolute alcohol, which so shrivelled it that it is now hardly perceptible in the bottle. Local (Kelly's apparatus) . The catheter, which is of a size which will. not obstruct the lumen of the bronchoscope, is passed down at intervals through the endoscopic tube and beyond the growth. The continuous blast of air drives out any blood which is shed, instead of allowing it to pass down into the lungs. As a result, in this case, the patient made an immediate and uninterrupted recovery from the operation, without, as it is said, " turning a hair," for there was no rise of temperature, nor any 6ther complication, and the patient next day was perfectly well and none the worse for the ordeal. Primary intrinsic growths of the trachea are exceedingly rare, and particularly in the neighbourhood of the bifurcation. I can find only nine cases of benign growths recorded in this situation, and one case only in a bronchus. Of these ten two were papillomata and eight fibromata. Theisen By SYDNEY SCOTT, M.S.
(1) THE needle ( fig. 1 ) has two definite angles in the same plane, so that the operator may know the position of the point though hidden momentarily in the pharynx or when embedded in the tonsil bed or faucial pillars. The acute angle (see fig. 2 ) converts the instrument into ' Aner. Journ. Med. Sci., 1902, n.s. cxxiii, p. 1051.
